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ABSTRACT
Although a new classification algorithm for systemic vasculitides was proposed by Watts et al. and the Chapel
Hill Consensus Conference (CHCC) was updated in 2012, there are currently no validated diagnostic criteria
for systemic vasculitides. The Diagnostic and Classification Criteria for Vasculitis study (DCVAS) is a global
study to develop and improve the diagnostic criteria for systemic vasculitides. The epidemiology of systemic
vasculitides differs widely among countries. For example, in the case of anti-neutrophil cytoplasmic antibody
(ANCA)-associated vasculitis, patients with microscopic polyangiitis (MPA) and with positivity for MPO-ANCA
are predominant in Asian countries, whereas patients with granulomatosis with polyangiitis (GPA) and with
positivity for PR3-ANCA are predominant in northern Europe and the United States. Interstitial lung disease
(ILD) occurs more frequently in Asian patients compared with patients in Europe. The incidence and the preva-
lence of large-vessel vasculitis also differ significantly. Giant cell arteritis (GCA) occurs frequently in northern
Europe, unlike Takayasu arteritis (TAK). The ethnic and regional differences in the incidence, prevalence and
clinical characteristics of patients with vasculitis should be recognized when we diagnose and treat patients
with vasculitis using criteria, and should also be considered when interpreting the results from clinical studies.
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A HISTORY OF THE CLASSIFICATIONS AND
DEFINITIONS OF VASCULITIDES
Systemic vasculitides are pathologically identified by
the inflammation of blood vessel walls, and cause
various organ disorders depending on the size of the
affected blood vessels. Since Kussmaul and Maier re-
ported an autopsy case with polyarteritis nodosa in
1866, several types of systemic necrotizing vasculitis
have been reported. The first classification of vasculi-
tis was proposed by Zeek in 1952.1,2 After the disease
concept of Wegener’s granulomatosis (WG) was re-
ported,3 DeRemee et al. proposed the ELK classifica-
tion (upper respiratory tract, lung and kidney) for
WG.4
In 1990, the American College of Rheumatology
(ACR) published criteria for classifying vasculitides
to facilitate communication among researchers.5 The
criteria classified seven types of primary vasculitides;
giant cell arteritis (GCA), Takayasu arteritis (TAK),
WG, Churg-Strauss syndrome (CSS), polyarteritis no-
dosa (PAN), Henoch-Schönlein purpura and hyper-
sensitivity vasculitis.6-12 The criteria for PAN, WG and
CSS have a specificity of 86.6%, 92.0% and 99.7%, re-
spectively, with a respective sensitivity of 82.2%, 88.2%
and 85.0%. However, the criteria were established be-
fore the general use of antineutrophil cytoplasmic an-
tibody (ANCA) testing, and the most significant prob-
lem with these criteria is that they do not distinguish
microscopic polyangiitis (MPA) from PAN. Rao et al.
reported the limitations of the criteria for the diagno-
sis of vasculitis.13
In 1994, Jennette et al. published the results of the
Chapel Hill Consensus Conference (CHCC) on the
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Fig.　1　The EMA algorithm. Reproduced with permission 
from: Watts R, et al. Development and validation of a con-
sensus methodology for the classifi cation of the ANCA-
associated vasculitides and polyarteritis nodosa for epide-
miological studies. Ann Rheum Dis 2007; 66: 222-7. ACR, 
American College of Rheumatology; CHCC, Chapel Hill 
Consensus Conference; PSV, primary systemic vasculiti-
des; EGPA, eosinophilic granulomatosis with polyangiitis 
(Churg-Strauss syndrome); GPA, granulomatosis with poly-
angiitis (Wegener’s granulomatosis); MPA, microscopic 
polyangiitis; MPO, myeloperoxidase; PR3, proteinase 3; 
cPN, classical polyarteritis nodosa.
Clinical diagnosis of PSV
Fulfils ACR or Lanham criteria for EGPA
ACR criteria for GPA
Histology compatible with CHCC GPA
Histology compatible with CHCC MPA and
GPA surrogate markers
No histology. GPA surrogate markers and
serology for PR3 or MPO
Clinical features and histology compatible
with small-vessel vasculitis. 
No GPA surrogate markers.
No histology. GPA surrogate markers. 
Surrogate markers renal vasculitis and




















Nomenclature of Systemic Vasculitis.14 They adopted
names and definitions of vasculitides based on the
size of the affected vessels, and categorized vasculiti-
des into large-vessel vasculitis, medium-vessel vascu-
litis and small-vessel vasculitis, including MPA. Al-
though they emphasized that the nomenclature and
the definitions did not provide diagnostic or classifica-
tion criteria, both the ACR criteria and CHCC defini-
tions have been used in parallel to diagnose vasculitis
by many clinicians, leading to an overlapping diagno-
sis of PAN and MPA.
Sorensen et al. created new criteria by using the
CHCC 1994 definitions and surrogate parameters to
diagnose primary vasculitis,15 although a prospective
vasculitis register found that the Sorensen diagnostic
criteria for MPA were not very useful.16
THE EUROPEAN MEDICINES AGENCY AL-
GORITHM
In 2007, Watts and colleagues proposed a new four-
step algorithm for the classification of ANCA-
associated vasculitides and PAN (the European Medi-
cines Agency algorithm: EMA algorithm).17 The algo-
rithm utilizes the ACR 1990 criteria, CHCC 1994 defi-
nitions and surrogate markers to sequentially classify
CSS, WG, MPA and PAN. In the algorithm, the ACR
criteria and Lanham criteria for CSS are applied first
(step 1) to select patients with CSS. As step 2, the
ACR criteria for WG, the CHCC definitions and the
surrogate makers for WG are applied to diagnose
WG. If histological evidence is not available, but sur-
rogate markers are present and ANCA is positive,
then patients are classified as having WG. The CHCC
1994 definitions for MPA and surrogate markers for
renal vasculitis distinguish MPA from PAN (Steps 3
and 4) (Fig. 1). Because of the poor specificity, the al-
gorithm did not include the ACR criteria for PAN.
The algorithm obtained classifiers’ agreement in
92.3% of the cases of WG, 93.4% of cases of MPA,
95.4% of cases of CSS and 76.9% of the cases of PAN.
Two reports were published that evaluated the algo-
rithm, and both of them concluded that the algorithm
was useful and practical for epidemiological stud-
ies.18,19
THE CHAPEL HILL CONSENSUS CONFER-
ENCE NOMENCLATURE OF VASCULITIDES
(CHCC 2012)
In January 2013, the international CHCC published
revised nomenclature and definitions of vasculitides
(CHCC 2012). They emphasized again that CHCC is
a nomenclature system, and not a classification sys-
tem for clinical research, nor a diagnostic system that
can be used to direct clinical management.20 In addi-
tion to the three categories described in the CHCC
1994 (large-vessel vasculitis, medium-vessel vasculitis
and small-vessel vasculitis), they added new four
categories; variable vessel vasculitis, single organ
vasculitis, vasculitis associated with systemic disease
and vasculitis associated with probable etiology (Fig.
2, Table 1).
Large-vessel vasculitis, including TAK and GCA,
was defined as vasculitis affecting the aorta and its
major branches more often than other vasculitides,
whereas any size artery might be affected. It was con-
cluded that these types of arteritis could not be distin-
guished by pathological findings, except for the dif-
ference in the age of onset.
Medium-vessel vasculitis, including PAN and
Kawasaki disease (KD), was defined as vasculitis af-
fecting the main visceral arteries and their branches.
PAN is defined as necrotizing arteritis of the medium
or small arteries without glomerulonephritis or vascu-
litis in the arterioles, capillaries or venules, and the
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Fig.　2　A diagram showing the CHCC 2012 based on the size of vessels. Reproduced with per-
mission from: Jennette JC, et al. 2012 revised International Chapel Hill Consensus Conference 
Nomenclature of Vasculitides. Arthritis Rheum 2013; 65: 1-11. CHCC, Chapel Hill Consensus 
Conference; GBM, glomerular basement membrane.









IgA Vasculitis (Henoch-Schönlein purpura)
Hypocomplementemic Urticarial Vasculitis (Anti-C1q Vasculitis)
Microscopic Polyangiitis
Granulomatosis with Polyangiitis (Wegener’s)
Eosinophilic Granulomatosis with Polyangiitis (Churg-Strauss)
Anti-GBM disease
criteria clearly stated that it could not be associated
with ANCA based on a report describing that ANCA
is typically absent in patients with PAN.21
Among small-vessel vasculitides, ANCA-associated
vasculitis (AAV) was distinguished from the other
types of small-vessel vasculitis called “immune com-
plex vasculitis,” including anti-glomerular basement
membrane (anti-GBM) disease, cryoglobulinemic
vasculitis, IgA vasculitis and hypocomplementemic
urticarial vasculitis (anti-C1q vasculitis). Patients
clinically considered to have AAV without ANCA
were referred to as having ANCA-negative AAV. Im-
mune complex small-vessel vasculitis is defined as
vasculitis with moderate to marked vessel wall depos-
its of immunoglobulin and complement components,
predominantly affecting small vessels. These deposits
differ from the few or no immune deposits in vessel
walls, which is characteristic for ANCA-associated
vasculitides. When appropriate, immune complex vas-
culitis can be categorized as vasculitis associated with
probable etiologies (e.g., hepatitis C virus-associated
cryoglobulinemic vasculitis) or as a vasculitis associ-
ated with systemic disease (e.g., lupus vasculitis or
rheumatoid vasculitis).
Variable vessel vasculitis is defined as vasculitis
with no predominant size of the affected vessels.
Behçet’s disease and Cogan’s syndrome are catego-
rized as variable vessel vasculitis, rather than vasculi-
tis associated with a systemic disease.
In the CHCC 2012 definitions, efforts were made to
replace eponyms with suitable non-eponymous terms.
The eponyms “Wegener’s granulomatosis” and
“Churg-Strauss syndrome” were replaced by granulo-
matosis with polyangiitis (GPA) and eosinophilic
granulomatosis with polyangiitis (EGPA). The epo-
nym Henoch-Schönlein purpura was also replaced by
IgA vasculitis. “Goodpasture’s syndrome” has been
used in the past for the clinical entity associated with
diffuse pulmonary hemorrhage and rapid progressive
glomerulonephritis with anti-GBM antibodies, but the
use of “anti-GBM disease” was advocated in the
CHCC 2012. These changes in the names of vasculiti-
des have already been widely accepted. The names
“Takayasu arteritis” and “Kawasaki disease” re-
mained, because there were no suitable non-
eponymous terms to describe these diseases. The
eponyms “Behçet’s disease” and “Cogan’s syndrome”
were added as types of variable vessel vasculitis.
THE ACREULAR DIAGNOSTIC AND CLAS-
SIFICATION CRITERIA FOR VASCULITIS
STUDY (DCVAS)
Although the ACR 1990 criteria and CHCC 2012 defi-
nitions have been widely used as diagnostic criteria
for systemic vasculitis by clinical researchers and
physicians, there are currently no appropriate criteria
to diagnose systemic vasculitis. The diagnostic crite-
ria with updated classifications based on the in-
creased understanding of the pathophysiology, and
with newly widespread diagnostic test tools, are re-
quired for not only clinical researchers, but also for
practicing clinicians.
Lionaki et al. found substantial discrepancies in the
allocation of patients between the CHCC definitions
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Table　1　Names for vasculitides adopted by CHCC 2012
I. Large-vessel vasculitis (LVV) Takayasu arteritis (TAK)
Giant cell arteritis (GCA)
II. Medium-vessel vasculitis (MVV) Polyarteritis nodosa (PAN)
Kawasaki disease (KD)
III. Small-vessel vasculitis (SVV) ANCA-associated vasculitis (AAV)
Microscopic polyangiitis (MPA)
Granulomatosis with polyangiitis (GPA)
Eosinophilic granulomatosis with polyangiitis (EGPA)




Hypocomplementemic urticarial vasculitis (HUV)
Variable vessel vasculitis (VVV) Behçet’s disease (BD)
Cogan’s syndrome (CS)
Single-organ vasculitis (SOV) Cutaneous leukocytoclastic angiitis
Cutaneous arteritis
Primary central nervous system vasculitis
Isolated aortitis
Others




Vasculitis associated with probable etiology Hepatitis C virus-associated cryoglobulinemic vasculitis
Hepatitis B virus-associated vasculitis
Syphilis-associated aortitis




Adapted with permission from: Jennette JC, et al. 2012 revised International Chapel Hill Consensus Conference Nomenclature of Vasculi-
tides. Arthritis Rheum 2013; 65: 1-11. ANCA, anti-neutrophil cytoplasmic antibody; GBM, glomerular basement membrane.
and the EMA algorithm in a retrospective study of
502 patients with ANCA-associated vasculitis.22 Sixty-
four percent of the cases classified as MPA by the
CHCC definitions were categorized as having GPA by
the algorithm, and the proportion of patients consid-
ered to have GPA by the algorithm was significantly
higher than those in the CHCC definition (65% vs.
23%, p < 0.0001). The authors of that study also re-
vealed that neither system could predict relapse
among patients with ANCA-associated vasculitis with
renal disease, and that the ANCA phenotype could
provide a more useful tool for predicting relapse.
Lyons et al. investigated the genetic basis of ANCA-
associated vasculitis, and provided preliminary sup-
port for the concept that proteinase 3 (PR3)-ANCA-
associated vasculitis and myeloperoxidase (MPO)-
ANCA-associated vasculitis are distinct autoimmune
syndromes.23
Recently, Hoffman and Calabrese published a re-
view article suggesting that the classification of vas-
culitis merely based on the size of vessels could fail to
consider that the vessels of the same caliber in differ-
ent locations have specialized roles in response to
stimuli, injury and repair that determine the disease
patterns.24 They also stated that an improved under-
standing of the unique territorial vulnerabilities of
vessels could form the basis of new hypotheses for
the etiopathogenesis of vasculitis.
The imaging techniques used as diagnostic tools
for systemic vasculitis have also developed rapidly.
The usefulness of computed tomographic angiogra-
phy (CTA) and magnetic resonance angiography
(MRA) in patients with TAK has been reported.25,26
The use of ultrasound and positron emission to-
mography CT (PET-CT) may also be established to
diagnose and evaluate TAK and GCA.27-30
Classification of Systemic Vasculitides
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The ACR and the European league against rheuma-
tism (EULAR) have made an international effort to
develop new diagnostic criteria for systemic vasculiti-
des. The study is named the “Diagnostic and Classifi-
cation Criteria of Vasculitis (DCVAS)” study, and the
goal of the study is to develop and improve the diag-
nostic criteria for ANCA-associated vasculitis, PAN,
TAK and GCA.31,32 They will analyze more than 2,000
patients with vasculitis not only based on the tradi-
tional approach involving vessel size for the classifica-
tion of vasculitis, but also on clinical data, ANCA test-
ing, biopsy and imaging data.31 The first patient was
recruited into the DCVAS in 2010, and the develop-
ment of a new internationally unified diagnostic and




The regional and ethnic differences in the clinical fea-
tures of patients with primary systemic vasculitis
have been well known. For example, in the case of
ANCA-associated vasculitis, there have been some re-
ports suggesting that the incidence and clinical char-
acteristics differ geographically. The incidence and
the prevalence of GPA are significantly higher in re-
ports from northern Europe (Norway and Germany),
while MPA is predominant in reports from southern
Europe (Spain),33-36 whereas the incidence of GPA
and MPA were equal in a report from Sweden.37
Fujimoto et al. performed a population-based study
to show the incidence of primary renal vasculitis, and
revealed that the incidence of renal vasculitis did not
differ between Japan and European countries, al-
though patients with GPA or EGPA were not de-
tected in the study in Japan.38 A prospective study
was subsequently performed to compare the inci-
dence and characteristics of ANCA-associated vascu-
litis between Japan and Europe using the same defini-
tions.39 Patients were classified using the EMA algo-
rithm. There was no significant difference in the an-
nual incidence of ANCA-associated vasculitis between
Japan and the UK (22.6 vs. 21.8million adults),
whereas the annual incidence of MPA in Japan was
higher than that in the UK (18.2 vs. 6.5million
adults), while GPA was predominant in the UK (14.3
million adults) compared with the incidence in Japan
(2.1million adults). There were also significant dif-
ferences in the ANCA phenotype; the ratio of
pANCAMPO-positive patients was significantly
higher in Japan than the ratio in the UK (83.7% and
30.0%, respectively, p < 0.001), while there were sig-
nificantly fewer cANCAPR3-positive patients in Ja-
pan (7.0% and 58.0%, respectively, p < 0.001). A high
ratio of MPO-ANCA positivity to PR3-ANCA positivity
was also reported in other Asian countries.40,41
In 2014, Sada and colleagues published the results
of a nationwide prospective cohort study of remission
induction therapy in Japanese patients with AAV
(RemIT-JAV), and also showed that MPO-ANCA-
positive MPA, including renal-limited vasculitis, was
the most common form of ANCA-associated vasculitis
in Japanese patients, and that one-half of the patients
with GPA were positive for MPO-ANCA in Japan.42
The reports from China and Taiwan also revealed
that MPA was predominant among the patients in
these countries with ANCA-associated vasculitis.41,43
Besides the differences in the incidence and the
prevalence, the characteristics of the affected organs
in patients with ANCA-associated vasculitis also vary
widely between Europe and Asian countries. Sugi-
yama and colleagues published a report describing
the characteristics of MPA and GPA in Japan using
the database of the Ministry of Health, Labour and
Welfare (MHLW) from 2006 to 2008.44 This study re-
vealed that 73.7% of Japanese patients with MPA had
pulmonary involvement and 11.3% presented with pul-
monary hemorrhage. A high prevalence of interstitial
pneumonia in patients with ANCA-associated vasculi-
tis in Asian countries was also indicated in other ret-
rospective studies.41 Of note, less than 10% of patients
with ANCA-associated vasculitis in European coun-
tries had ILD.45,46 Some reports previously indicated
that interstitial lung diseases (ILD) developed more
frequently in MPO-ANCA-positive patients with
ANCA-associated vasculitis than in PR3-ANCA-
positive patients,47,48 suggesting that the differences
in the prevalence of ILD between Asia and Europe
may results from the ANCA phenotype.
The RemIT-JAV study revealed that ANCA-
associated vasculitis patients with ILD tended to be
categorized as having lower disease activity by the
Birmingham Vasculitis Activity Score (BVAS).42 The
BVAS is a standard tool to evaluate the clinical dis-
ease activity in patients with systemic vasculitis, and
is widely used not only by physicians, but also by
clinical researchers.49 The BVAS is based on symp-
toms and signs in nine separate organs.50 It is note-
worthy that ILD is not included in the BVAS scoring
system. Although a report concluded that the BVAS
was a useful tool for determining the disease activity
and outcome in Japanese patients with MPA,51 fur-
ther investigations are required to analyze the long-
term prognosis in ANCA-associated vasculitis pa-
tients with ILD, and to clarify whether the BVAS scor-
ing system can be applied to all patients with ANCA-
associated vasculitis in terms of the variety of re-
gional and ethnic differences in the clinical character-
istics.
Sreih et al. published a report comparing the clini-
cal characteristics of patients with ANCA-associated
vasculitis between Hispanics and Caucasians living in
the same geographical area.52 They revealed that His-
panics with ANCA-associated vasculitis present with
more severe disease activity and more severe organ
injuries compared to Caucasians. Although some
Katsuyama T et al.
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studies have been performed to analyze the genetic
background of ANCA-associated vasculitides,53 fur-
ther research in different ethnic groups is required to
reveal the effects of genetic factors on the clinical
characteristics and prognosis of ANCA-associated
vasculitides.
EPIDEMIOLOGY OF POLYARTERITIS NO-
DOSA
The populations of patients with PAN in some old re-
ports were not homogeneous because they included
patients with MPA; hence it is difficult to discuss the
ethnic and regional differences in the incidence,
prevalence and the clinical characteristics of PAN.
The annual incidence of PAN in Spain diagnosed us-
ing the CHCC 1994 and in Sweden using the EMA al-
gorithm were both 0.90million adults,35,37 and the
prevalence was approximately 30million adults in
Europe.54,55 Pagnoux et al. described the characteris-
tics of a large number of patients with PAN, which
was well distinguished from MPA.56 Of the 348 pa-
tients with PAN, 123 patients had hepatitis B virus
(HBV)-related PAN. The mean age at diagnosis was
51.2 ± 17.3 years (±SD), and the ratio of males to fe-
males was 1.7 (220128). Fibrinoid necrosis of inter-
stitial medium-sized arteries was detected in four of
the 11 patients who underwent a renal biopsy. They
also revealed that the patients with HBV-related PAN
presented more severe disease activity compared
with patients with non-HBV-related PAN. However,
relapse occurred more frequently in patients with
non-HBV-related PAN than in patients with HBV-
related PAN. Recently, it was reported that loss-of-
function mutations of adenosine deaminase 2 (ADA2)
could cause PAN vasculopathy.57 This may underlie
some of the differences in different populations.
EPIDEMIOLOGY OF LARGE-VESSEL VAS-
CULITIDES
TAK was first reported by Takayasu in 1908.58,59 Al-
though patients with TAK have been reported from
all over the world, the prevalence and the annual inci-
dence of TAK have been limited.34,60-63 Previous re-
ports revealed that patients with TAK are predomi-
nant in Asian countries compared with Western coun-
tries, although the low prevalence of TAK makes it
difficult to estimate the accurate incidence and preva-
lence of the disease. The guidelines for the manage-
ment of vasculitis syndrome by the Japanese Circula-
tion Society (JCS 2008) reported that more than 5,000
patients with TAK were registered in the MHLW reg-
istry, so the prevalence was more than 0.004%.64
Moreover, the distribution of vascular involvement
reportedly differs among regions.65 In Japan and
South America, cervical and thoracic arterial lesions
are prevalent, whereas abdominal lesions are more
common in Israel and other Asian countries.66
The HLA-B52 haplotype is well known to be closely
associated with TAK not only in Japan, but also in
other countries.67-72 In Japan, the prevalence of the
HLA-B52 allele in healthy controls is higher com-
pared with that in other countries, which might be re-
sponsible for the high prevalence of TAK and the
higher prevalence of HLA-B52 in patients with TAK
than in other countries. The correlation of other HLA
alleles with TAK has been also reported.72,73
On the other hand, the incidence and prevalence of
giant cell arteritis (GCA) is significantly higher in
northern Europeans than in southern Europeans and
Asians.74 The annual incidence of GCA in Scandina-
vian countries was reported to be over 20100,000
people over the age of 50,75-79 whereas a lower inci-
dence rate of approximately 10100,000 was reported
in Italy and Spain.80,81 In Asia, much lower incidence
and prevalence rates were reported.82 Kobayashi et
al. reported the results of a nationwide survey, and
showed that the point prevalence of GCA in Japan
was 690 patients in 1997.83
Some genetic factors might affect these differences
in the incidence and prevalence of GCA. For exam-
ple, patients with GCA showed an increased fre-
quency of DR4 compared with controls in a report
from Italy.80 The HLA-DRB1*0401 and HLA-DRB1*
0404 alleles (components of the DR4 gene) were pre-
dominantly detected in GCA patients, and were less
frequently detected in Japanese healthy controls com-
pared with American healthy controls.83-85 This might
explain one of the reasons for the low incidence and
prevalence of GCA in Japan.
A study of a large number of Japanese patients with
TAK showed a significant female predominance (the
female to male ratio was eight to one), and some re-
ports from other countries indicated the same results.
However, a report comparing the characteristics of
patients with TAK in Japan and India revealed a sig-
nificantly lower ratio of female to male patients with
TAK in India than the ratio in Japan.86 GCA affects fe-
males two to three times more often than males, and
this rate is similar all over the world.
Some studies have demonstrated an overall in-
crease in the incidence of GCA.81,87 The increase
might be dependent on the improvements in the diag-
nostic tools, especially imaging tools such as CTA,
MRA and PET. The development of new diagnostic
criteria for TAK and GCA is required, and as de-
scribed above, the DCVAS is trying to develop and
improve the criteria for systemic vasculitides, includ-
ing large-vessel vasculitis.
CONCLUSIONS
We herein reviewed the current classification criteria
and definitions for systemic vasculitides. These are
used to categorize and diagnose patients with vasculi-
tis, although they were not developed as diagnostic
criteria. Hence, international groups are making an
effort to establish new internationally unified diagnos-
Classification of Systemic Vasculitides
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tic and classification criteria. Global evidence has
been established for the treatment of some types of
systemic vasculitis based on randomized controlled
trials.88-93 However, the ethnic and regional differ-
ences in the incidence, prevalence and clinical char-
acteristics of patients with vasculitis should be recog-
nized when we apply the results of studies to each pa-
tient. Further international studies are required to re-
veal that how the ethnic and regional differences are
related to pathogenesis, and to establish individualiz-
ing therapies for systemic vasculitides.
REFERENCES
1. Zeek PM. Periarteritis nodosa; a critical review. Am J Clin
Pathol 1952;22:777-90.
2. Zeek PM. Periarteritis nodosa and other forms of ne-
crotizing angiitis. N Engl J Med 1953;248:764-72.
3. Godman GC, Churg J. Wegener’s granulomatosis: pathol-
ogy and review of the literature. AMA Arch Pathol 1954;
58:533-53.
4. De RR, McDonald TJ, Harrison EG Jr, Coles DT.
Wegener’s granulomatosis. Anatomic correlates, a pro-
posed classification.Mayo Clin Proc 1976;51:777-81.
5. Fries JF, Hunder GG, Bloch DA et al. The American Col-
lege of Rheumatology 1990 criteria for the classification of
vasculitis. Summary. Arthritis Rheum 1990;33:1135-6.
6. Hunder GG, Bloch DA, Michel BA et al. The American
College of Rheumatology 1990 criteria for the classifica-
tion of giant cell arteritis. Arthritis Rheum 1990;33:1122-8.
7. Arend WP, Michel BA, Bloch DA et al. The American Col-
lege of Rheumatology 1990 criteria for the classification of
Takayasu arteritis. Arthritis Rheum 1990;33:1129-34.
8. Leavitt RY, Fauci AS, Bloch DA et al. The American Col-
lege of Rheumatology 1990 criteria for the classification of
Wegener’s granulomatosis. Arthritis Rheum 1990;33:
1101-7.
9. Masi AT, Hunder GG, Lie JT et al. The American College
of Rheumatology 1990 criteria for the classification of
Churg-Strauss syndrome (allergic granulomatosis and
angiitis). Arthritis Rheum 1990;33:1094-100.
10. Lightfoot RW Jr, Michel BA, Bloch DA et al. The Ameri-
can College of Rheumatology 1990 criteria for the classifi-
cation of polyarteritis nodosa. Arthritis Rheum 1990;33:
1088-93.
11. Mills JA, Michel BA, Bloch DA et al. The American Col-
lege of Rheumatology 1990 criteria for the classification of
Henoch-Schonlein purpura. Arthritis Rheum 1990;33:
1114-21.
12. Calabrese LH, Michel BA, Bloch DA et al. The American
College of Rheumatology 1990 criteria for the classifica-
tion of hypersensitivity vasculitis. Arthritis Rheum 1990;
33:1108-13.
13. Rao JK, Allen NB, Pincus T. Limitations of the 1990
American College of Rheumatology classification criteria
in the diagnosis of vasculitis. Ann Intern Med 1998;129:
345-52.
14. Jennette JC, Falk RJ, Andrassy K et al. Nomenclature of
systemic vasculitides. Proposal of an international consen-
sus conference. Arthritis Rheum 1994;37:187-92.
15. Sorensen SF, Slot O, Tvede N, Petersen J. A prospective
study of vasculitis patients collected in a five year period:
evaluation of the Chapel Hill nomenclature. Ann Rheum
Dis 2000;59:478-82.
16. Lane SE, Watts RA, Barker TH, Scott DG. Evaluation of
the Sorensen diagnostic criteria in the classification of
systemic vasculitis. Rheumatology (Oxford) 2002;41:1138-
41.
17. Watts R, Lane S, Hanslik T et al. Development and valida-
tion of a consensus methodology for the classification of
the ANCA-associated vasculitides and polyarteritis no-
dosa for epidemiological studies. Ann Rheum Dis 2007;
66:222-7.
18. Liu LJ, Chen M, Yu F, Zhao MH, Wang HY. Evaluation of
a new algorithm in classification of systemic vasculitis.
Rheumatology (Oxford) 2008;47:708-12.
19. Kamali S, Artim-Esen B, Erer B et al. Re-evaluation of 129
patients with systemic necrotizing vasculitides by using
classification algorithm according to consensus methodol-
ogy. Clin Rheumatol 2012;31:325-8.
20. Jennette JC, Falk RJ, Bacon PA et al. 2012 revised Interna-
tional Chapel Hill Consensus Conference Nomenclature
of Vasculitides. Arthritis Rheum 2013;65:1-11.
21. Guillevin L, Lhote F, Amouroux J, Gherardi R, Callard P,
Casassus P. Antineutrophil cytoplasmic antibodies, abnor-
mal angiograms and pathological findings in polyarteritis
nodosa and Churg-Strauss syndrome: indications for the
classification of vasculitides of the polyarteritis Nodosa
Group. Br J Rheumatol 1996;35:958-64.
22. Lionaki S, Blyth ER, Hogan SL et al. Classification of anti-
neutrophil cytoplasmic autoantibody vasculitides: the role
of antineutrophil cytoplasmic autoantibody specificity for
myeloperoxidase or proteinase 3 in disease recognition
and prognosis. Arthritis Rheum 2012;64:3452-62.
23. Lyons PA, Rayner TF, Trivedi S et al. Genetically distinct
subsets within ANCA-associated vasculitis. N Engl J Med
2012;367:214-23.
24. Hoffman GS, Calabrese LH. Vasculitis: determinants of
disease patterns. Nat Rev Rheumatol 2014;10:454-62.
25. Yamada I, Nakagawa T, Himeno Y, Numano F, Shibuya
H. Takayasu arteritis: evaluation of the thoracic aorta with
CT angiography. Radiology 1998;209:103-9.
26. Yamada I, Nakagawa T, Himeno Y, Kobayashi Y, Numano
F, Shibuya H. Takayasu arteritis: diagnosis with breath-
hold contrast-enhanced three-dimensional MR angiogra-
phy. J Magn Reson Imaging 2000;11:481-7.
27. Karahaliou M, Vaiopoulos G, Papaspyrou S, Kanakis MA,
Revenas K, Sfikakis PP. Colour duplex sonography of
temporal arteries before decision for biopsy: a prospec-
tive study in 55 patients with suspected giant cell arteritis.
Arthritis Res Ther 2006;8:R116.
28. Sinha D, Mondal S, Nag A, Ghosh A. Development of a
colour Doppler ultrasound scoring system in patients of
Takayasu’s arteritis and its correlation with clinical activ-
ity score (ITAS 2010). Rheumatology (Oxford) 2013;52:
2196-202.
29. Muto G, Yamashita H, Takahashi Y et al. Large vessel
vasculitis in elderly patients: early diagnosis and steroid-
response evaluation with FDG-PETCT and contrast-
enhanced CT. Rheumatol Int. Epub 2014 Mar 19.
30. Prieto-Gonzalez S, Depetris M, Garcia-Martinez A et al.
Positron emission tomography assessment of large vessel
inflammation in patients with newly diagnosed, biopsy-
proven giant cell arteritis: a prospective, case-control
study. Ann Rheum Dis 2014;73:1388-92.
31. Craven A, Robson J, Ponte C et al. ACREULAR-endorsed
study to develop Diagnostic and Classification Criteria for
Vasculitis (DCVAS). Clin Exp Nephrol 2013;17:619-21.
32. Luqmani RA, Suppiah R, Grayson PC, Merkel PA, Watts
R. Nomenclature and classification of vasculitis - update
on the ACREULAR diagnosis and classification of vascu-
Katsuyama T et al.
512 Allergology International Vol 63, No4, 2014 www.jsaweb.jp
litis study (DCVAS). Clin Exp Immunol 2011;164 (Suppl
1):11-3.
33. Haugeberg G, Bie R, Bendvold A, Larsen AS, Johnsen V.
Primary vasculitis in a Norwegian community hospital: a
retrospective study. Clin Rheumatol 1998;17:364-8.
34. Reinhold-Keller E, Herlyn K, Wagner-Bastmeyer R, Gross
WL. Stable incidence of primary systemic vasculitides
over five years: results from the German vasculitis regis-
ter. Arthritis Rheum 2005;53:93-9.
35. Gonzalez-Gay MA, Garcia-Porrua C, Guerrero J, Rod-
riguez-Ledo P, Llorca J. The epidemiology of the primary
systemic vasculitides in northwest Spain: implications of
the Chapel Hill Consensus Conference definitions. Arthri-
tis Rheum 2003;49:388-93.
36. Herlyn K, Buckert F, Gross WL, Reinhold-Keller E. Dou-
bled prevalence rates of ANCA-associated vasculitides
and giant cell arteritis between 1994 and 2006 in northern
Germany. Rheumatology (Oxford) 2014;53:882-9.
37. Mohammad AJ, Jacobsson LT, Westman KW, Sturfelt G,
Segelmark M. Incidence and survival rates in Wegener’s
granulomatosis, microscopic polyangiitis, Churg-Strauss
syndrome and polyarteritis nodosa. Rheumatology (Ox-
ford) 2009;48:1560-5.
38. Fujimoto S, Uezono S, Hisanaga S et al. Incidence of
ANCA-associated primary renal vasculitis in the Miyazaki
Prefecture: the first population-based, retrospective, epi-
demiologic survey in Japan. Clin J Am Soc Nephrol 2006;
1:1016-22.
39. Fujimoto S, Watts RA, Kobayashi S et al. Comparison of
the epidemiology of anti-neutrophil cytoplasmic antibody-
associated vasculitis between Japan and the U.K. Rheuma-
tology (Oxford) 2011;50:1916-20.
40. Oh JS, Lee CK, Kim YG, Nah SS, Moon HB, Yoo B. Clini-
cal features and outcomes of microscopic polyangiitis in
Korea. J Korean Med Sci 2009;24:269-74.
41. Chen M, Yu F, Zhang Y, Zhao MH. Clinical [corrected]
and pathological characteristics of Chinese patients with
antineutrophil cytoplasmic autoantibody associated sys-
temic vasculitides: a study of 426 patients from a single
centre. Postgrad Med J 2005;81:723-7.
42. Sada KE, Yamamura M, Harigai M et al. Classification
and characteristics of Japanese patients with antineutro-
phil cytoplasmic antibody-associated vasculitis in a nation-
wide, prospective, inception cohort study. Arthritis Res
Ther 2014;16:R101.
43. Wu CS, Hsieh CJ, Peng YS, Chang TH, Wu ZY. Antineu-
trophil cytoplasmic antibody-associated vasculitis in Tai-
wan: A hospital-based study with reference to the
population-based National Health Insurance database. J
Microbiol Immunol Infect 2014. DOI: 10.1016j.jmii.2013.
12.006.
44. Sugiyama K, Sada KE, Kurosawa M, Wada J, Makino H.
Current status of the treatment of microscopic polyangii-
tis and granulomatosis with polyangiitis in Japan. Clin Exp
Nephrol 2013;17:51-8.
45. Arulkumaran N, Periselneris N, Gaskin G et al. Interstitial
lung disease and ANCA-associated vasculitis: a retrospec-
tive observational cohort study. Rheumatology (Oxford)
2011;50:2035-43.
46. Bhanji A, Karim M. Pulmonary fibrosis-an uncommon
manifestation of anti-myeloperoxidase-positive systemic
vasculitis? NDT plus 2010;3:351-3.
47. Foulon G, Delaval P, Valeyre D et al. ANCA-associated
lung fibrosis: analysis of 17 patients. Respir Med 2008;
102:1392-8.
48. Hervier B, Pagnoux C, Agard C et al. Pulmonary fibrosis
associated with ANCA-positive vasculitides. Retrospective
study of 12 cases and review of the literature. Ann Rheum
Dis 2009;68:404-7.
49. Luqmani RA, Bacon PA, Moots RJ et al. Birmingham Vas-
culitis Activity Score (BVAS) in systemic necrotizing vas-
culitis. QJM 1994;87:671-8.
50. Mukhtyar C, Lee R, Brown D et al. Modification and vali-
dation of the Birmingham Vasculitis Activity Score (ver-
sion 3). Ann Rheum Dis 2009;68:1827-32.
51. Itabashi M, Takei T, Morito T et al. Estimation of BVAS in
patients with microscopic polyangiitis in Japan. Clin Rheu-
matol 2011;30:1499-505.
52. Sreih AG, Mandhadi R, Aldaghlawi F et al. ANCA-
associated vasculitis in Hispanic Americans: an unrecog-
nized severity. Clin Rheumatol. Epub 2014 Apr 22.
53. Ugarte-Gil MF, Espinoza LR. Genetics of ANCA-
associated vasculitides. Curr Rheumatol Rep 2014;16:428.
54. Mahr A, Guillevin L, Poissonnet M, Ayme S. Prevalences
of polyarteritis nodosa, microscopic polyangiitis, Wege-
ner’s granulomatosis, and Churg-Strauss syndrome in a
French urban multiethnic population in 2000: a capture-
recapture estimate. Arthritis Rheum 2004;51:92-9.
55. Mohammad AJ, Jacobsson LT, Mahr AD, Sturfelt G,
Segelmark M. Prevalence of Wegener’s granulomatosis,
microscopic polyangiitis, polyarteritis nodosa and Churg-
Strauss syndrome within a defined population in southern
Sweden. Rheumatology (Oxford) 2007;46:1329-37.
56. Pagnoux C, Seror R, Henegar C et al. Clinical features
and outcomes in 348 patients with polyarteritis nodosa: a
systematic retrospective study of patients diagnosed be-
tween 1963 and 2005 and entered into the French Vasculi-
tis Study Group Database. Arthritis Rheum 2010;62:616-
26.
57. Navon Elkan P, Pierce SB, Segel R et al. Mutant adeno-
sine deaminase 2 in a polyarteritis nodosa vasculopathy.
N Engl J Med 2014;370:921-31.
58. Numano F. The story of Takayasu arteritis. Rheumatology
(Oxford) 2002;41:103-6.
59. Numano F, Okawara M, Inomata H, Kobayashi Y. Takay-
asu’s arteritis. Lancet 2000;356:1023-5.
60. Dreyer L, Faurschou M, Baslund B. A population-based
study of Takayasu’s arteritis in eastern Denmark. Clin
Exp Rheumatol 2011;29 (Suppl 64):S40-2.
61. Hall S, Barr W, Lie JT, Stanson AW, Kazmier FJ, Hunder
GG. Takayasu arteritis. A study of 32 North American pa-
tients.Medicine (Baltimore) 1985;64:89-99.
62. Waern AU, Andersson P, Hemmingsson A. Takayasu’s ar-
teritis: a hospital-region based study on occurrence, treat-
ment and prognosis. Angiology 1983;34:311-20.
63. Watts R, Al-Taiar A, Mooney J, Scott D, Macgregor A.
The epidemiology of Takayasu arteritis in the UK. Rheu-
matology (Oxford) 2009;48:1008-11.
64. JCS Joint Working Group. Guideline for management of
vasculitis syndrome (JCS 2008). Japanese Circulation So-
ciety. Circ J 2011;75:474-503.
65. Numano F. Differences in clinical presentation and out-
come in different countries for Takayasu’s arteritis. Curr
Opin Rheumatol 1997;9:12-5.
66. Isobe M. Takayasu arteritis revisited: current diagnosis
and treatment. Int J Cardiol 2013;168:3-10.
67. Moriwaki R, Numano F. Takayasu arteritis: follow-up
studies for 20 years. Heart Vessels Suppl 1992;7:138-45.
68. Lee SW, Kwon OJ, Park MC, Oh HB, Park YB, Lee SK.
HLA alleles in Korean patients with Takayasu arteritis.
Clin Exp Rheumatol 2007;25 (Suppl 44):S18-22.
69. Mehra NK, Jaini R, Balamurugan A et al. Immunogenetic
Classification of Systemic Vasculitides
Allergology International Vol 63, No4, 2014 www.jsaweb.jp 513
analysis of Takayasu arteritis in Indian patients. Int J Car-
diol 1998;66 (Suppl 1):S127-32; discussion S33.
70. Charoenwongse P, Kangwanshiratada O, Boonnam R,
Hoomsindhu U. The association between the HLA anti-
gens and Takayasu’s arteritis in Thai patients. Int J Car-
diol 1998;66 (Suppl 1):S117-20.
71. Sahin Z, Bicakcigil M, Aksu K et al. Takayasu’s arteritis is
associated with HLA-B*52, but not with HLA-B*51, in
Turkey. Arthritis Res Ther 2012;14:R27.
72. Takamura C, Ohhigashi H, Ebana Y, Isobe M. New hu-
man leukocyte antigen risk allele in Japanese patients
with Takayasu arteritis. Circ J 2012;76:1697-702.
73. Saruhan-Direskeneli G, Hughes T, Aksu K et al. Identifi-
cation of multiple genetic susceptibility loci in Takayasu
arteritis. Am J Hum Genet 2013;93:298-305.
74. Richards BL, March L, Gabriel SE. Epidemiology of large-
vessel vasculidities. Best Pract Res Clin Rheumatol 2010;
24:871-83.
75. Haugeberg G, Paulsen PQ, Bie RB. Temporal arteritis in
Vest Agder County in southern Norway: incidence and
clinical findings. J Rheumatol 2000;27:2624-7.
76. Petursdottir V, Johansson H, Nordborg E, Nordborg C.
The epidemiology of biopsy-positive giant cell arteritis:
special reference to cyclic fluctuations. Rheumatology (Ox-
ford) 1999;38:1208-12.
77. Franzen P, Sutinen S, von Knorring J. Giant cell arteritis
and polymyalgia rheumatica in a region of Finland: an epi-
demiologic, clinical and pathologic study, 1984-1988. J
Rheumatol 1992;19:273-6.
78. Baldursson O, Steinsson K, Bjornsson J, Lie JT. Giant cell
arteritis in Iceland. An epidemiologic and histopathologic
analysis. Arthritis Rheum 1994;37:1007-12.
79. Elling P, Olsson AT, Elling H. Synchronous variations of
the incidence of temporal arteritis and polymyalgia rheu-
matica in different regions of Denmark; association with
epidemics of Mycoplasma pneumoniae infection. J Rheu-
matol 1996;23:112-9.
80. Salvarani C, Macchioni P, Zizzi F et al. Epidemiologic and
immunogenetic aspects of polymyalgia rheumatica and gi-
ant cell arteritis in northern Italy. Arthritis Rheum 1991;
34:351-6.
81. Gonzalez-Gay MA, Miranda-Filloy JA, Lopez-Diaz MJ et
al. Giant cell arteritis in northwestern Spain: a 25-year epi-
demiologic study.Medicine (Baltimore) 2007;86:61-8.
82. Pereira LS, Yoon MK, Hwang TN et al. Giant cell arteritis
in Asians: a comparative study. Br J Ophthalmol 2011;95:
214-6.
83. Kobayashi S, Yano T, Matsumoto Y et al. Clinical and
epidemiologic analysis of giant cell (temporal) arteritis
from a nationwide survey in 1998 in Japan: the
first government-supported nationwide survey. Arthritis
Rheum 2003;49:594-8.
84. Kobayashi S, Fujimoto S. Epidemiology of vasculitides:
differences between Japan, Europe and North America.
Clin Exp Nephrol 2013;17:611-4.
85. Weyand CM, Hicok KC, Hunder GG, Goronzy JJ. The
HLA-DRB1 locus as a genetic component in giant cell ar-
teritis. Mapping of a disease-linked sequence motif to the
antigen binding site of the HLA-DR molecule. J Clin Invest
1992;90:2355-61.
86. Moriwaki R, Noda M, Yajima M, Sharma BK, Numano F.
Clinical manifestations of Takayasu arteritis in India and
Japan―new classification of angiographic findings. An-
giology 1997;48:369-79.
87. Salvarani C, Crowson CS, O’Fallon WM, Hunder GG,
Gabriel SE. Reappraisal of the epidemiology of giant cell
arteritis in Olmsted County, Minnesota, over a fifty-year
period. Arthritis Rheum 2004;51:264-8.
88. Jayne D, Rasmussen N, Andrassy K et al. A randomized
trial of maintenance therapy for vasculitis associated with
antineutrophil cytoplasmic autoantibodies. N Engl J Med
2003;349:36-44.
89. de Groot K, Harper L, Jayne DR et al. Pulse versus daily
oral cyclophosphamide for induction of remission in anti-
neutrophil cytoplasmic antibody-associated vasculitis: a
randomized trial. Ann Intern Med 2009;150:670-80.
90. De Groot K, Rasmussen N, Bacon PA et al. Randomized
trial of cyclophosphamide versus methotrexate for induc-
tion of remission in early systemic antineutrophil cyto-
plasmic antibody-associated vasculitis. Arthritis Rheum
2005;52:2461-9.
91. Stone JH, Merkel PA, Spiera R et al. Rituximab versus cy-
clophosphamide for ANCA-associated vasculitis. N Engl J
Med 2010;363:221-32.
92. Jones RB, Tervaert JW, Hauser T et al. Rituximab versus
cyclophosphamide in ANCA-associated renal vasculitis. N
Engl J Med 2010;363:211-20.
93. Jayne DR, Chapel H, Adu D et al. Intravenous immuno-
globulin for ANCA-associated systemic vasculitis with
persistent disease activity. QJM 2000;93:433-9.
